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PRESIDENT’S MESSAGE

Executive Director’s Report

Jane Nelson

by Linda Fanning, RN, MS

When I was a young girl, I 
suffered from severe allergies 
and asthma. I was among 
the first patients to be given 
steroid shots as a young 
child. I remember the nurses 
who regularly treated me and 
how compassionate and kind 
they were. They inspired me, 
and I knew then I would grow 
up to do something in the 
medical field.

It is with great pleasure 
and enthusiasm that I begin 
my term as ONA president. 
It is indeed an honor to serve this organization, 
especially during these challenging times for 
healthcare in our country.  As we all know, skilled, 
dedicated nurses are a vital lifeline in the healthcare 
delivery network in Oklahoma and throughout the 
United States. I look forward to being a voice for 
nurses in our state and a committed advocate for our 
profession during my term as your president.

First, let me thank all the members of the 
committee that planned our recent convention. 
This is a monumental task and takes hours of 
organization and hard work. Special thanks to 
Chris Weigel, the ONA board members and all those 
serving on the convention planning committee for 
their leadership in making our gathering a truly 
inspirational event.

My term as president comes at an exciting time. 
In my role as Chief Nursing Officer for Mercy Health 
Center in Oklahoma City, I am part of a vibrant 
healthcare community. Daily, I see the tremendous 
work being done in all areas of care by our nursing 
staff. I see it in the hospital and throughout our 
community. It makes me proud to be a nurse.

While there are many things to celebrate in 
nursing, there are several areas of special concern 
to me. Nursing education must be a top priority 
as we work to develop the next generation of 
nurses and enhance the opportunities available 
to practicing nurses. Recruitment is also a critical 
issue demanding our attention. It is at the core of 
our future development as a profession and is also 
central to effective staffing at all levels. Finally, I 
want to focus on retention of nurses as another key 
area of interest. These specific issues are critical to 
moving nursing in Oklahoma forward in a positive 
direction in the coming years.

As I undertake the leadership of ONA, your input 
and support are critical to making our organization’s 
efforts valid and effective. I invite you to work with 
me, guide me and inspire me with your stories and 
your enthusiasm. Let me know what’s working in 
your organization. Tell me about your successes, 
as well as your struggles. Work with me so I can 
represent you well and promote issues that are 
important to all of us as nursing professionals.

I feel privileged to be in a position now to be a key 
promoter of our profession. I look forward to the next 
two years of service as president of the ONA. Join me 
in my journey….I want to hear from you!

Linda Fanning

Nurses Set the Pace
It is always great to see everyone at the ONA 

Convention. I especially enjoy the opportunity to 
see good friends and meet new ones. It gives us all 
a chance to catch up with each other; networking 
and learning from each other. It really is a great 
community we have together.

All of the work ONA does is a result of the 
actions taken by the ONA House of Delegates. This 
year the House passed resolutions dealing with 

Health Literacy, Mentoring 
Programs for Novice Nurses, 
and Advance Practice Nurses 
Signing and Certifying for 
Home Care Plans. All of these 
resolutions are available 
on the ONA website on the 
House of Delegates page. 
Just because the House 
passed these resolutions this 
year, doesn’t mean that we 
will stop working on issues 

such as Educational 
Advancement of RN, 
staffing or other issues 
with already established positions from 
previous years. We will continue that work 
while adding new information and research. 
This policy work guides the association to 
establish programs and to communicate 
with you the member, the public and policy 
makers.

The House also provides guidance on 
internal association matters. One of the issues 
that the 2010 House of Delegates voted on was 
to continue the Automatic Dues Escalator. 
The dues escalator was originally put in 
place in 2004 and will now continue until it 
is determined that we don’t need it. What this 

means to you is that the ONA dues will increase as 
of January 1, 2011. The ANA House also voted to 
continue the dues escalator so if you are an ONA/
ANA member your dues will increase by $7.50 to 
$265.50 and the ONA state-only member dues will 
increase by $3.50 to $128.50.

We also had time for celebration and fun at 
the ONA Convention. We heard the results of our 
elections and recognized leaders that had completed 
their terms of office. New officers installed were:  
Linda Fanning as ONA President, Deb Wipf as 
Secretary Treasurer, Jani Hill as Education Director, 
and Janet Gallegly as Disaster Preparedness 
Director. Outgoing officers included:  Chris Weigel, 
President, Cynthia Foust, Secretary/Treasurer, 
Marsha Green, Education Director and Region 
Presidents: Gerri Ellison and Joyce VanNostrand.  
We had a lot of fun with Nurses on the Runway—
there are some very creative nurses out there who 
created costumes using materials they use in their 
every day role as a nurse!

ONA celebrated the accomplishments of several 
nurses in Oklahoma. All who had set the pace, 
demonstrated excellence, served as role models 
and provided the profession with leadership. This 
year ONA recognized: Deborah Booten-Hiser with 
the Excellence in Nursing for her work in creating 

Executive Director’s Report continued on page 3
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ONA Core Values
ONA believes that organizations are value driven 

and therefore has adopted the following core 
values:

Code of Ethics for Nurses
Cultural Diversity

Health Parity
Professional Competence

Embrace Career Mobility and Professional Development
Human Dignity and Ethical Care

Professional Integrity
Quality and Safe Patient Care

Committed to the Public Health of the Citizens of 
Oklahoma

ONA Mission Statement
The ONA is a professional organization representing 
a community of nurses across all specialities and 

practice settings.

Oklahoma Nurse Editorial 
Guidelines and Due Dates 

Submittal Information

Materials Due Oklahoma Nurse
Date to Editor: Issue Date: 

January 3, 2011 March 2011 Issue

•	 Manuscripts	 should	 be	 word	 processed	 and	
emailed to the Editor at ona@oklahomanurses.org.

•	 Manuscripts	 should	 include	 a	 cover	 page	 with	
the author’s name, credentials, present position, 
address and telephone number. In case of multiple 
authors, list the names in order in which they 
should appear.

•	 Style	must	conform	to	the	Publication	Manual	of	
the APA, 4th edition, 1995.

•	 The Oklahoma Nurse reserves one-time publication 
rights. Articles for reprint will be accepted if 
accompanied with written permission.

•	 The Oklahoma Nurse reserves the right to edit 
manuscripts to meet style and space limitations.

•	 Manuscripts	 may	 be	 reviewed/edited	 by	 the	
Editorial Staff.

•	 Photographs	 should	 be	 of	 clear	 quality	 and	 in	
a digital format with appropriate resolution 
for printing. Black & white photographs are 
preferred but not required. Email images with the 
correct name(s) and descriptions. They are not 
guaranteed to be run even if submitted.

Julie Clermont
Editor, The Oklahoma Nurse

6414 N. Santa Fe, Ste. A
Oklahoma City, Oklahoma 73116

E-mail all narrative to ona@oklahomanurses.com

Contact the ONA
Phone: 405.840.3476

Toll Free: 1.800.580.3476
E-mail: ona@oklahomanurses.org

Web site: www.oklahomanurses.org
Mail 6414 N. Santa Fe, Ste. A

Oklahoma City, OK 73116

Questions about your nursing license?
Contact the Oklahoma Board of Nursing at 

405.962.1800.

Want to advertise in The Oklahoma Nurse?
Contact Arthur L. Davis Publishing Agency, Inc. at 

800.626.4081 or email 
at sales@aldpub.com.
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Secretary/Treasurer Cynthia Foust
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 Janet Gallegly
Practice Director Teri Round
Political Activities Director Peggy Hart Miller
Lucille Cox Region 1 Representative
Cindy Lyons Region 2 Representative
Joyce Van Nostrand Region 3 Representative
James Sims Region 4 Representative
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Joe Catalano Region 6 Representative
Terry Baartman Region 7 Representative
Diana Knox Ex-Officio ONA-ONSA Liaison
  President, ONSA
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Julie Clermont Editor
Dr. Betty Kupperschmidt, RN Editorial
 Committee Chair

Association Office:
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Arthur L. Davis Publishing: 
Excellence in Publication Award

The Arthur L. Davis Publishing Agency, Inc. 
proudly announces a $1000 award to be awarded to 
the ONA Member who submits the ‘most excellent’ 
manuscript for publication in The Oklahoma Nurse. 
This Award is offered in celebration of the agency’s 
26 successful years in publishing and to affirm 
nursing. The award will be presented at the Awards 
Banquet and the manuscript printed in a future 
issue of The Oklahoma Nurse.

Manuscript Submission Guidelines:
1. The manuscript must be an original, scholarly 

work addressing topics of interest to readers 
of The Oklahoma Nurse. Examples of topics: 
Integrative literature reviews, clinical topics, 
evolving/emerging professional issues, and 
analysis of trends influencing nurses and 
nursing in Oklahoma. 

2. Manuscripts must not exceed 15 double spaced 
pages and must conform to APA guidelines.

3. Manuscripts must be received in an email or 
diskette as Word Documents by September 
1, 2010 to be considered. A cover sheet listing 
author (s) name, credentials, address, and 
work and residence telephone numbers and 
email address must be included. The author (s) 
name must not appear anywhere else on the 
submission. 

4. The topic must be relevant to nurses/nursing in 
Oklahoma and provide new insights and/or a 
contrarian view to promote debate and discussion.

5. Ideas must be supported with sound rationale 
and adequate documentation.

6. If the manuscript describes a research project, 
quality initiative, or organizational change 
process, methods must be appropriate and 
participant confidentiality protected (as indicated).

7. The manuscript must be grammatically 
correct, organized, and submitted according to 
guidelines to be considered.

Manuscripts must be accompanied by a 
statement signed by each author indicating 1) the 
manuscript is NOT being considered for publication 
in any other journal; 2) the manuscript WILL NOT 
be submitted to another journal until notification 
of acceptance or rejection is received from the 
Oklahoma Nurses Association; and 3) willingness 
to sign a copyright release form upon publication of 
the manuscript in The Oklahoma Nurse.

Submit Manuscripts to the Oklahoma Nurses 
Association, 6414 N Santa Fe, Ste. A, Oklahoma 
City, OK 73119 or via email at ona@oknurses.com.
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 Regional Presidents

Oklahoma Regional
Nurses Association

Region 5:
President: Flo Stuckert
Email: flo.stuckert@duncanregional.com

Region 6:
President: Joe Catalano
Email: jtcatalano@egmail.com

Region 7:
President: Terry Baartman
Email: tbaartman@stillwater-medical.org

 Region 1:
President: Lucille Cox
Email: antiquers@cox.net

Region 2:
President: Gerii Ellison
Email: geraldine_ellison@ouhsc.edu

Region 3:
President: Joyce Van Nostrand
Email: vannostr@nsuok.edu

Region 4:
Vacant

and directing the nurse practitioner program at 
the University of Oklahoma; Betty Kupperschmidt 
with the Arthur Davis Publishing Award; and both 
Barbara Clyde(posthumously) and Kay Farrell with 
the Nightingale Award. Kay received the Nightingale 
not only for her continuing leadership in ONA and 
the MRC Nurses but also her work with the Red 
Cross locally and nationally. Barbara Clyde was 
recognized for being an outstanding nurse leader in 
Oklahoma and in ONA. We will miss Barbara’s spirit 
and fortitude.

With Convention behind us we must look forward.  
There is work to be done to for Nurses in Oklahoma 
to continue to Set the Pace. The actions of the House 
and the newly released report by the IOM and the 
Robert Wood Johnson Foundation, The Future of 
Nursing reinforces much of the work ANA and ONA 
are doing and helps to provide direction to that work.

Executive Director’s Report continued from page 1
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Linda Huffman, RN
President, Graduate Student Nurses Association of Oklahoma

Being Nurse of the Day is a true privilege that we 
should be honored to take advantage of. The program 
originated after the death of one of our senators in 
the 1960’s after suddenly dropping dead on the floor 
of the legislature. At that time it was decided that 
the capital needed a physician in house to deal with 
medical emergencies. In 1967, a Nurse of the Day was 
added to help with health issues and staff a medical 
clinic. Today being Nurse of the Day does not mean 
performing CPR on members working at the state 
capital. The capital is staffed with a full time ER RN 
who staffs the clinic. Being nurse of the day provides 
us the opportunity to meet our policy makers, learn 
about legislation concerning our changing times in 
health care and be instrumental in facilitating the 
enactment of written pieces of future laws to protect 
our licensure and the health of our state.

This time honored tradition has for years been 
an occasion for advocacy. The Nurse of the Day is 
presented with declaration from their state senator 
and representative from their respective houses. 
Upon being recognized by the Speaker of the House, 
being presented with your declaration and provided 
the chance to speak with our legislatures in the 
chamber, you are able to attend committee meetings. 
Any member of the Oklahoma Nurses Association 
is an eligible member to be a Nurse of the Day. It 
was my honor to attend with Dr. Judith Harris as 
a student mentor. Being a student in an advanced 
practice program, it provided me with an excellent 
day of learning about changes being potentially 
offered to our health care system in Oklahoma. I was 
fortunate to be State Representative Mike Sanders’ 
first Nurse of the Day from his represented area.

Vicky White-Rankin was waiting for us to leave 
the chamber after being officially recognized. 
She provided us with a packet of legislation being 
discussed in the Health and Human Services 
Committee. We attended the meeting and observed 
discussion pertaining to changes in tort reform, 
wording in pending bills affecting nursing, and 
provisions to pharmacy acts. We are very fortunate 
to have a lobbyist at the capital to keep a watchful 
eye on legislation’s wording and journey through 

the potential law’s writing. It was an opportunity for 
me to speak with my State Senator, Mike Johnson 
chair of the Senate’s Appropriation Committee, about 
funding of earmarked projects vital to nursing and 
rural health care. Our patients benefit from our 
being a vocal proponent to further their choices, 
rights and protection under the laws of our state. 
One of the core agenda items of ONA is to facilitate 
the development of a health care delivery system 

that emphasizes prevention and health promotion 
strategies.

One of the main reasons I became a nurse 
was to fight for and defend our rural health care 
opportunities. We must support basic, core health 
care services for all citizens of our state. When 
faced with the potential closing of our critical access 
hospital in the 1980’s, it was the voices of nurses 
at all levels that cried out to the policy makers. 
The nursing shortage was at its height, there were 
limited nurses with an advanced degree to teach in 
accredited schools and funding for those schools 
who had qualified teachers were threatened. 
Assuring funding for equality in health care by well 
educated providers, raising enrollment potential for 
future nurses, and allowing our nursing education 
programs to proliferate throughout or state has 
strengthened our political voice in Oklahoma.

In 2010, the legislative priorities of the ONA seek 
to preserve our Board of Nursing and its over site 
and regulation of our nursing practice. The Board 
seeks to uphold and protect our licensure through all 
levels of practice. ONA and advance practice nurses’ 
organization such as ONP, OANA, OACNS and 
NAPNAP have advocated for legislation that would 
provide advanced practice nurses with prescriptive 
authority, maintain their independent practices, and 
provided the maintenance of education standards 
to protect our patients. ONA has written policies 
on staffing, mandatory overtime, protection from 
retaliation for reporting unsafe patient care, nurse 
residency programs and positive work environments. 
Speaking to our state’s leadership in writing and 
working on policy issues that potentially can 
threaten these inherent beliefs is so important to our 
profession and to our practice. Membership in ONA 
should be a priority for all nurses in our state to 
assist in supporting these efforts.

The Nurse of the Day was one of the most important, 
educational and exciting opportunities I have had 
since becoming a nurse almost 10 years ago. It is an 
honor to help advance nursing in our state by being a 
very visible and vocal advocate to promote it. I am so 
in love with nursing that I just want others to be as 
excited as I am. It is essential that others understand 
we have the obligation to defend our rights and the 
rights of our patients to protect the health and well 
being of our state. The Nurse of the Day program is one 
of the most significant provisions we have to make our 
voices heard at the highest level of policy making in our 
state. We should take advantage of it and thrill in the 
opportunity. 



December 2010, January, February 2011 The Oklahoma Nurse  •  Page 5

Kimberli Robberson: Teaching Others to Serve
Author: Julie McGowan

Author affiliation:
OBU news and media relations director

ONA membership status (Kimberli Robberson): 
Non-member

Kimberli Robberson has a 
passion for serving families 
and children in public 
healthcare. A registered 
nurse, Robberson also has 
a desire to learn and expand 
her worldview—and to help 
future nurses learn to do the 
same.

Robberson is a professor of 
nurse science at Rose State 
College in Midwest City, Okla. 
She is a recent graduate 
herself. In March 2010 she 
was part of the first cohort 
of graduates in the master 
of science in nursing degree program at Oklahoma 
Baptist University Graduate School.

At Rose State, Robberson teaches third-semester 
students in a two-year associate degree program, 
lecturing on obstetrical, pediatric and aging topics. 
She also leads clinical experiences in an outpatient 
psychiatric facility, obstetrics/neonates at Integris 
Southwest Medical Center and two pediatric 
rotations at the University of Oklahoma Children’s 
Hospital.

“It was my intention, upon enrolling in the OBU 
graduate program, to pursue a new career track 
in nursing education,” Robberson said. “The full 
scholarship that OBU offered, the location and the 
Tuesday night class commitment all fell into place for 
me. I knew that I would fulfill the return scholarship 
commitment to teach in an Oklahoma nursing 
program for two years.”

Gaining a master’s degree and moving to a 
nursing education role was the continuation of 
a career which has touched on many aspects of 
nursing.

Robberson earned a bachelor’s degree in nursing 
from the University of Oklahoma College of Nursing 
in 1983. She maintained 50-75 continuing education 
hours per year to continue certification as an ANCC 
Perinatal nurse from 1988-2007. For the past 
11 years, her continuing education centered on 
assisting families with children ages birth to 3 who 
faced complex health and developmental needs.

She was employed at Children’s Hospital as a 
nurse aide IV, then transitioned to graduate nurse, 
and then to a licensed registered nurse all on the 
same unit.

“This was a developmentally centered unit for 
children ages 6-12 with all types of diagnoses and 
medical treatments,” Robberson said. “This was 
a tremendous learning opportunity in a teaching 
hospital.”

Her second job as a registered nurse was with 
Oklahoma City-County Health Department, where 
she learned to care for both adults and children in 
outpatient clinics.

“It was here that I discovered my passion for 
working with families, children and public health,” 
she said. “Fortunately, this was early in my career 
and was the impetus for the career choices that 
followed.”

Prior to her role at Rose State College, she worked 
for the SoonerStart Early Intervention Program in 
Oklahoma County, a joint program between the 
Oklahoma State Department of Education and the 
Oklahoma State Department of Health. She served 
as RN technical supervisor and as East team leader. 
For a time, she facilitated SoonerStart RN Peer 
staffing with nurses across the state.

“Having the opportunity to work with a 
multidisciplinary team, to work with families in their 
homes, and to know the local specialty healthcare 
resources was very rewarding for 11 years,” she said. 

Robberson said graduate studies helped prepare 
her for her current role as a nursing educator 
by broadening her point of view and enhancing 
her critical thinking skills. The OBU curriculum 
included nursing theory, ethics, principles of 
teaching and curriculum development.

“The class assignments frequently involved 
presentations and professional papers which 

prepared me further for role change,” Robberson 
said. “My practicum experience at the J.D. McCarty 
Center provided the opportunity to practice the 
skills that I had learned in class. My clinical mentor 
assisted me in the transition to the faculty role. I 
taught two classes of senior OBU nursing students. 
The regular meeting with the professors and my 
class peers provided the supportive environment to 
explore new ideas and to launch into a new career.”

A native of Oklahoma City, Robberson and her 
family have lived in Edmond, Okla., for 11 years. 
Aside from nursing, nature photography has become 
her favorite hobby, and she has had four photos 
published this year.

Kimberli Robberson
(OBU Photo by Bill Pope)
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New NBNA Chapter in Tulsa

Celebrating Nurses Week

Health Fair

First EOBNA Meeting

Conference NBNA

Conference NBNA

Eastern Oklahoma Black 
Nurses Association, Inc.
Moving Forward to Fulfill 

their Mission
Wendy Williams RN, MS, MPH

Eastern Oklahoma Black Nurses Association, Inc. 
President

Eastern Oklahoma Black Nurses Association, Inc. 
(EOBNA) is taking steps to keep in time with the 
changes occurring in America’s health care industry. 
Our mission, that mirrors the National Black Nurses 
Association, Inc. (NBNA) mission, is to provide a 
forum for collective action by African American (AA) 
nurses to “investigate, define and determine what the 
health care needs of AA are and to implement change 
to make available to AA and other minorities health 
care commensurate with that of the larger society.”

Since our first “unofficial” meeting in February of 
this year: we have been incorporated as a non-profit 
agency in the State of Oklahoma, changed our name 
to reflect the area we serve, charted as a new chapter 
during the National Black Nurses Association’s 
Annual National Institute and Conference, in San 
Diego, CA and launched our local membership drive. 
EOBNA is one of 79 chapters in 39 states, and is 
the home state chapter of Debra A. Toney, PhD, RN, 
FAAN the President for the NBNA.

EOBNA has collaborated with area private 
and public agencies/organizations that share 
common concerns for improving the health status 
of all people, particularly AA and other minority 
consumers. Our present health issues of concern are 
Breast Cancer Awareness and Childhood Obesity.

•	 On	 August	 28,	 2010	 we	 officially	 partnered	
with Tulsa Project Woman. Sandy Lewis, 
Project Woman Community Educator, 
conducted an educational lunch meeting for 
EOBNA membership to become volunteers for 
the agency.

•	 On	September	30,	2010	we	participated	in	the	
Union Briarglen Elementary School Community 
Night. EOBNA presented a poster on Childhood 
Obesity, distributed pertinent educational 
materials and conducted BMI assessments for 
the children and parents. At the request of Mr. 
Joseph Bojang, Community School Liaison, 
we have partnered with Briarglen to provide 
health education to the PTA members and 
school community.

•	 EOBNA	 has	 partnered	 with	 Tulsa	 Area	
Workforce and Community Action Project 
(CAP). This partnership affords EOBNA the 
opportunity to work with CAP clients interested 
in health careers. We are presently conducting 
monthly workshops on various topics to help 
optimize skills needed in the health profession.

•	 Finally,	 EOBNA	 is	 in	 the	 planning	 stages	
of partnering with St. John Medical Center 
(SJMC) to develop the Minority Nurse 
Mentoring Project. Members of EOBNA will 
provide mentoring support to minority nursing 
students. The program would pair minority 
staff nurses at SJMC with minority nursing 
students who are currently enrolled in Tulsa 
area nursing programs.

Eastern Oklahoma Black Nurses Association, Inc., 
is comprised of RN’s, LPN’s, student nurses, and 
retired nurses. We are currently hoping to reach all 
nurses to join our endeavors, particularly African 
American nurses. We can be followed on facebook 
under Oklahoma Black Nurses Association; look for 
future meetings and upcoming events. Interested 
parties can also call Wendy Williams, RN, President 
EOBNA at (918) 829-0257 for information on EOBNA.

“Touching Our Community through Service and 
Commitment.”
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Say Good-Bye, Ladies: A Nurse Reflects
Liz Every Cook, RN

Mercy Health Center, Inpatient Rehabilitation 
Facility, PAI Coordinator

Once the word “cancer” is spoken, nothing else is 
heard. When reality sinks in, there are questions, 
a need for support and guidance. This is where the 
nurse comes in. I help patients and families say 
good-bye.

Helen and Gracie reacted to their terminal 
diagnosis as expected. Tears followed shock as 
each couple clung to each other, praying this was 
a mistake. They were left with the news, and the 
words, “I’m sorry. There is nothing more we can do.”  
It takes time to digest the news.

Death became a reality, not an abstract concept in 
the future. A terminal diagnosis hits right between 
the eyes, as every second becomes precious. Unlike 
when a death is sudden, this time can be a blessing, 
allowing people time to say goodbye.

Death has no rules. No rights or wrongs. Each 
person experiences grief stages in her own way and 
in her own time. There are no time limits and some 
need assistance reaching acceptance.

Caring for dying patients is an awesome 
responsibility. As care-giver, confidant and friend, 
I explained every treatment, procedure and 
medication. Knowing what to expect reduces fear. 
Both women wanted support, and someone to listen 
and comfort them when they cried. Each faced the 
truth and made tough decisions. They wanted pain 
control for themselves and compassion for their 
family. They wanted someone to be with them to 
the end. When they knew I considered it a privilege 
to care for them, a bond formed with trust replacing 
fear.

Helen and Gracie learned they could direct their 
care and  final decisions were up to them. All choices 
were personal and allowed death with dignity. 
Examining my own feelings about death allowed me 
to accept and support their decisions.

Helen chose to keep her death a private matter. 
She begged her husband Will not to tell the family 
she was dying. A strong, private person, Helen 
didn’t want anyone to see her as weak and dying. 
She clung only to Will, who couldn’t deny her final 
wish. Helen put on her happy face and talked only of 
when she would be going home. The family accepted 

Hospital Tracks People in Dangerous Situations
Midwest U.S.—Although we’d like to think 

disasters only happen in other places, they don’t. 
They can happen anywhere and they happen 
frequently, be it a shooter or natural disaster. And 
that’s why the Sisters of Mercy Health System is 
using technology in new ways to ensure people are 
safely evacuated in the event of an emergency.

“We are the only hospital in the country that can 
provide police, fire and emergency personnel with 
an instantaneous electronic 2D map of any Mercy 
facility,” said Jeff Hamilton, emergency management 
coordinator at St. John’s Mercy Medical Center in St. 
Louis, Missouri. “We can also send live video feeds to 
crews en route to an emergency.”

For emergency crews, the quicker they have 
detailed information at hand, the better chance 
of saving time and lives. “If there was a major fire, 
explosion or earthquake, this technology would be 
priceless,” said Terry Scholl, deputy chief of Creve 
Couer Fire Protection District in Missouri. “It gives 
us live data showing where utilities run and where 
shut off valves and control panels are located. Every 
fire truck is equipped with computers that can 
immediately access this information.”

Universally used in building design, Mercy is 
applying computer-aided design, also known as 
CAD, in an innovative way in order to provide 
critical details in the event of a hostage situation 
or a structure collapse due to an ice storm or 
earthquake. In fact, the impetus arose in 2008 after 
a lab technician was taken hostage and fatally shot 
by an ex-boyfriend at a Mercy urgent care center in 
St. Louis, Missouri.

“Here we were at work where no one thinks 
anything horrible could happen, and it was 
happening,” said Hamilton. “I knew there had to be 
a way to assist the police, but we couldn’t get to the 
information quick enough. Now we can immediately 
give a computerized bird’s eye view of everything in 
the building. We can show emergency crews exactly 
what’s behind a wall. If the scenario involves a 
shooter, police need to know where oxygen lines are 
in the wall so they don’t shoot a line and cause an 
explosion.”

Without CAD applied in this way, emergency crews 
are handicapped because they can’t readily see the 
complexities of a building. In addition, CAD gives 
Mercy and emergency crews a computerized and 
systemized approach to evacuating buildings.

According to a 2009 Prehospital and Disaster 
Medicine study, only 5 percent of hospitals have an 
evacuation plan. By using CAD, Mercy can easily 
track which rooms have been evacuated and number 
of evacuees so rescue personnel won’t blindly enter 
dangerous situations.

“We’re the eyes above mapping out the safest route 
in and out of our facilities while the emergency crews 
are on the ground,” said Simon Plowman, Mercy’s 
CAD manager. “In the event of an earthquake, 

the charade to fulfill Helen’s wishes. Nobody cried 
in Helen’s presence and death was never discussed. 
The loving words in their hearts remained unspoken 
and there were no good-byes. Helen shared stories 
of her life and spoke of her faith, but even with 
encouragement, she could not share this with her 
family. My heart broke for all of them as they missed 
this precious time together.

Gracie was determined to live her last days in the 
presence of her loved ones. Tears flowed, but there 
was also laughter as old times were remembered. 
Gracie proudly introduced her children to me, and 
shared how wonderful and blessed her life had been. 
Joel, Gracie’s beloved husband of over 50 years, 
never left her side. He spent hours holding Gracie in 
his arms. His devotion to her was unsurpassed.

Helen and Gracie died peacefully, each in the 
manner she chose. Helen died with only Will at her 
side and. Gracie died surrounded by her family. Both 
women were in control right up to the end, just as in 
life.

God uses nurses to comfort the dying, yet it is the 
nurse who receives the blessing.

which isn’t so farfetched being that St. Louis sits 
on the most active seismic zone east of the Rockies, 
emergency crews would have the tools to search 
through the rubble. We are leading the pack with 
the way we are using this technology in crisis 
situations.”

With 28 hospitals, 36,000 co-workers and more 
than 200 facilities across a four-state area, more 
than half of the Sisters of Mercy facilities are 
completely mapped with CAD. A team of AutoCAD 
technicians is currently working to ensure blueprints 
for all Mercy buildings are electronically accessible 
in the event of an emergency.

Mercy —Sisters of Mercy Health System—is the 
eighth largest Catholic health care system in the 
U.S. and includes 30 hospitals and more than 1,300 
integrated physicians in Arkansas, Kansas, Missouri 
and Oklahoma.



Page 8  •  The oklahoma Nurse December 2010, january, february 2011

Legislative Day: An Experience Not to Forget
Emma Kientz, MS, RN, CNS, CNE, Asst. 

Professor, The University of Oklahoma – Tulsa
Lacy Pendergraft, University of Oklahoma – Tulsa 

Senior Nursing Student
Lisa Bloxham, University of Oklahoma – Tulsa 

Senior Nursing Student

It’s 6 a.m. and the parking lot at the 
Schusterman Campus is a buzz. Students, 
not quite ‘bright-eyed’ yet, are jumping out 
of cars and into other cars, going back to 
cars, grabbing lab coats, cameras, and oh, 
don’t forget the caffeine. Questioning the 
sanity for the early departure, and what 
else they could do with the $25 spent on 
the registration for the event, several ounces 
of coffee, tea, and other highly caffeinated 
beverages are being consumed. As the world 
is waking up, nursing students are heading 
to Oklahoma City for the day…I say a prayer 
they arrive safely!

As a nurse educator, one continually strives to 
provide students with the best learning experiences. 
Faculty sometimes struggle to find experiences that 
impart information, leave lasting impressions, and 
promote greater professional responsibility.

I have been fortunate to attend both Legislative 
Day and Nurses Day at the Capitol the past 
several years.  Sponsored by the Oklahoma Nurses 
Association, both Legislative Day and Nurse Day 
at the Capitol are incorporated as the culminating 
events to several course activities in a Contemporary 
Issues course I teach to senior nursing students 
in their final semester. It is these two activities, 
Legislative Day and Nurse Day at the Capitol, that 
are viewed as the ‘ultimate’ of experiences.

The course objectives addressed with this activity 

primarily focus on the process and importance of 
becoming active in the political process. Students 
prepare for the day by completing 3 activities. 1) 
Find a bill in the Oklahoma legislative session that 
is health related and of interest to you. 2) Write your 
congressman a letter in support or opposition to your 
identified bill. 3) And visit the Capitol to talk with 
your legislator about the bill. While most students 
find researching a bill and writing a letter somewhat 
easy, the scary element comes when they are to visit 
with their legislator/senator. Most students leave the 
Capitol with a greater sense of duty and obligation 
to stay informed of issues in their communities and 
state, especially those that impact their nursing 
practice and healthcare. So one might ask, what 
makes the Legislative Day/Nurse Day at the Capitol 
such an impactful experience? Two senior students 
answer that question in the following paragraphs.

Lacy Pendergraft (L. P.) has lived most of her life 
in Oklahoma. Lisa Bloxham (L.B.), a native Kansan, 
has lived in Oklahoma the past several years.

 L.P. “My overall impression of Legislative 
Day and Day at the Capitol was positive. 
This was my first trip to the capitol; that is 
embarrassing to say since I have lived in 
Oklahoma for 25 years. As citizens and 
students, we should become informed not 
only on how the political process works but 
also who represents our voice in Congress. I 
enjoyed meeting my district representative 
during the afternoon session; it was a 
great opportunity to let my voice be heard 
regarding legislation that was to be voted on 
soon. My Representative stated several times 
that “voting has consequences” and I would 
like to say that while it is true, being inactive 
in the politics that impact our lives has many 
consequences too. After attending this event 

I left inspired to become more active in the 
Legislative process, I want my voice to be 
heard. I hope to become a better informed 
and politically active citizen of Oklahoma.”

L.B. “Legislative Day and Day at the Capitol 
were a real eye-opening experience; it was 
an excellent opportunity to learn more about 
the legislative process, to become more 
aware of the budgetary concerns of this 
particular legislative session, and to seize 
the opportunity to meet and speak with 
state senators and representatives. The 
entire experience was extremely positive, 
informative, and well organized. I believe 
events such as these raise awareness to 
the impact individuals can have on the 
legislative process. Legislative Day planted 
a seed in each of us with respect to our role 
in political advocacy, professional advocacy 
and patient advocacy. Finally, with a better 
understanding of the legislative process, I am 
less intimidated by it, and more inspired to 
contribute to it. I look forward to taking the 
knowledge gained from this experience and 
using it to begin advocating for what I believe 
in.”

While many students attend Legislative Day in the 
morning, far fewer walk the halls of the House and 
Senate for Nurse Day at the Capitol in the afternoon.  
One might ask “Is this where the ‘rubber meets the 
road;’ where one is introduced to the people and 
positions we sometimes place on a pedestal?” Just 
remember, they represent ‘us.’ For those nurses who 
say, “I voted,” I applaud you. But one might also ask: 
Does our duty end when we cast our vote? I hope it 
is with renewed vigor that each person who reads 
this article will be more determined to be informed 
and involved in the political process. As a citizen of 
Oklahoma, you owe it to yourself to be a part of the 
process.

Emma Kientz is faculty in the OU College of 
Nursing and President-Elect for ONA Region 2.
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Professional Nurses Can and Must Prevent 
Urinary Tract Infections

Author: Toby Butler RN, CCRN, MSN 
Affiliation: HAI Quality Improvement Specialist 

Oklahoma Foundation for Medical Quality
ONA Status: Member (Toby Butler)

Ugh! Have you ever had a bladder infection? 
Almost every one of us have had the horrible 
sensation that you need to urinate. The burning 
when you do urinate. It feels like needles are passing 
through your urethra. Then there can be fever, back 
pain, the general aches, and overall sense of malaise. 
Well, just imagine going to the hospital and being 
“given” a urinary infection? As a patient, you might 
already be in pain and generally feeling like road 
kill, adding to that a urinary infection just seems 
like insult to injury.

Professional nurses have the opportunity to help 
patients and families heal. Professional nurses 
also have both the responsibility and the ability 
to prevent further damage and angst. Whether in 
a hospital, a home health agency, or a long term 
care organization, nurses are the caregivers that 
spend the most time with patients and can have the 
greatest immediate impact on their health. Health 
care acquired infections are devastating to patients 
and to their families. In 2002, it was estimated that 
1.7 million infections were acquired in the health 
care setting. Of these infections, nearly 99,000 
patients died (Klevens et al, 2002). Out of these 1.7 
million infections, about 40% were urinary tract 
infections.

Urinary catheters are often seen as benign and 
a routine part of patient care. However, there are 
many reasons why urinary catheter care should 
not be considered as “business as usual,” including 
the following potential complications. 1. Prolonged 
hospital stay, 2. Urinary sepsis, 3. Increased 
mortality, 4. Formations of encrustations or 
obstructive flow, 5. Reservoir for multi drug resistant 
organisms, and 6. Urethral strictures, orchitis, or 

prostatitis. The aforementioned complications can 
be devastating and there is an economic impact that 
must be considered as well.

According to a well known health economist, R. 
Douglas Scott, there are three factors that must 
be considered when evaluating the fiscal impact of 
any infection (March 2009). First, the direct cost to 
the facility and consumer, for example, antibiotics, 
increased length of stay, and potential procedures.  
Second, the costs related to productivity and non-
medical costs. Examples of this second component 
can include increase of cost for nursing wages or 
pharmacy wages to deal with the complication of 
increased care. Finally, the cost related to diminished 
quality of life, such as the financial and emotional 
burden on patients when they can no longer do the 
things they want to do. Imagine having to lose time 
at your job or stop going to personal hobby activities 
because you have to manage your catheter and 
receive home antibiotics every 12 hours. According to 
the Centers for Disease Control, the average cost per 
CAUTI (Catheter Associated Urinary Tract Infection) 
in a health care setting ranges from $1000 - $1300 
dollars (CDC, 2009). This doesn’t seem like a large 
figure but due to the volume of CAUTI’s in the United 
States today, it is a billion dollar business.

So, what can we as nurses do to prevent catheter 
associated urinary tract infections? The primary 
action we can take is to follow the CDC’s 2009 
(CAUTI) Prevention Bundle (CDC 2009). The first 
action of the CAUTI bundle is to develop a trigger 
tool. A trigger tool prompts the nurse to ask the 
questions: “Why” is this catheter in place. Is it 
appropriate? As a vital part of the health care 
team, professional nurses (RNs) have a duty and 
an obligation to advocate for the health of our 
patients. So initiating a routine dialogue during 
provider rounds should include the date of catheter 
insertion and the discussion of whether or not the 
patient continues to need the catheter. Reasons for 
indwelling catheters include the following:

•	 Providing	 palliative	 care	 for	 incontinent	
persons who are terminally ill or severely 
impaired, for whom bed and clothing changes 
are uncomfortable.

•	 Managing	 skin	 ulceration	 caused	 or	
exacerbated by incontinence (Stage III or IV).

•	 Maintaining	 a	 continuous	 outflow	 of	 urine	
for persons undergoing surgical procedures 
that cause a delay in bladder sensation, or for 
individuals with chronic neurological disorders 
that cause paralysis or loss of sensation in the 
perineal area.

•	 Keeping	 with	 standard	 preoperative	
preparation for urologic surgical and 
procedures for bladder outlet obstruction.

•	 Providing	 relief	 for	 persons	 with	 an	 initial	
episode of acute urinary retention, allowing 
the bladder to regain its normal muscle tone.

•	 Need	 for	 accurate	 measurement	 of	 urinary	
output in intensive care settings. (CDC 2009).

When developing a CAUTI program, the RN 
should consider the following factors: 1. Alternatives 
to urinary catheters, 2. Proper techniques for 
insertion, 3. Proper urinary catheter maintenance, 
and 4. Quality improvement programs. The first 
action to review is considering alternatives to 
indwelling urinary catheters whenever possible. 
Examples would include external catheters for men, 
intermittent catheterization (or straight cath), special 
absorbent bed padding to urinary accidents such as 
hydrocolloid padding. In addition, the use of bladder 
scanners helps RNs to keep an eye on urinary 
retention and can aide in the use of intermittent 
catheterization.

A secondary action is that of proper technique 
for insertion. Insertion interventions would include 
programs in education, aseptic technique, hand 
hygiene, and early removal of catheters. A training 
program should be reviewed and implemented 
whereby clean hands and sterile technique of 
insertion and maintenance are key. Third, urinary 
bag maintenance is crucial; Education for bag 
maintenance plays an important role for nurses.  
Urinary bags should be emptied when 2/3 full. 
Changing the bag or catheter at routine intervals 
is not recommended. Rather the CDC recommends 
that catheters be evaluated based of indication (CDC 
2009). Remember that the urinary catheter should 
be a closed system, meaning you should not break 
the seal. Often times as nurses we put in catheters 
and then decide we might need an urometer, for 
frequent monitoring. If at all possible utilize the 
appropriate catheter and bag system leaving the seal 
intact on the urinary device. If breaks or leakage 
occur and the patient still meets indicator criteria 
then replace the entire system, not just the bag.  In 
addition, Hand Hygiene before manipulating the bag 
prevents infection (CDC, 2009). It is important for all 
health care providers who access the bag for urinary 
samples to use the appropriate ports and use aseptic 
technique. Cleanse the area with chlorhexadine 
gluconate and/or alcohol product prior to accessing 
the urinary drainage system for samples.

Finally, quality improvement programs focusing 
on prevention for urinary infection is a way to 
keep an ongoing focus on this issue. If your facility 
doesn’t have a CAUTI program, start that dialogue. 
Protocols, algorithms, policies and procedures that 
allow for trigger tools and indication of catheter use 
can prevent CAUTI’s. Education and performance 
feedback to nurses, nurse assistants, and other 
health care providers can reduce the incident of 
infection. Remember, radiology technicians, physical 
therapist, and other departments transport patients 
with urinary catheters and should be included in the 
education process.

Bottom line, nurses can prevent catheter 
associated urinary tract infections. Let’s not keep 
these urinary catheters in for convenience sake. 
For more information and help in developing your 
program visit the Oklahoma Foundation for Medical 
Quality website at www.ofmq.com/hai.
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Statewide Stroke Conference
OKLAHOMA STRIKES BACK AGAINST STROKE 

5th Annual Evidence-Based Statewide Stroke Conference

Saturday, February 26, 2011

7:30am – 4:30pm

Moore-Norman Technology Center

13301 S. Penn 

Oklahoma City, Oklahoma 73170

As Oklahoma continues to fight back against 
stroke, physicians, nurses, emergency medical 
personnel and other healthcare providers around 
the state will gather to get the latest information 
on preventing, treating and recovery from stroke. 
For the fifth year, leading experts from around the 
country will provide updates on stroke prevention, 
rapid assessment and treatment for acute stroke, as 
well as recent changes for management of ischemic 
and hemorrhagic stroke. In addition, resources will 
be discussed and available for ongoing physician, 
nursing and community stroke education.

This year, presenters will address rapid 
assessment of stroke symptoms, emergency 
treatment of acute stroke, making the decision to use 
tPA, the availability of professional and community 
stroke education resources online in Oklahoma, case 
presentations including when a neurosurgeon is 
needed, as well as the latest guidelines for managing 
hemorrhagic stroke.

WHO should attend? Physicians (emergency, 
neurology, primary care, hospitalists, 
interventionalists, cardiology—any physician 
involved with care of stroke patients); nurses 
(emergency, critical care, stroke coordinators and 
stroke or neuro nurses, nurse educators, rehab, 
public health or community health nurses); EMS 
personnel; PT, OT & SLP; and hospital pharmacists, 
as well as other healthcare providers who work with 
stroke in Oklahoma.

PRESENTERS & TOPICS include:

•	 Dr.	 David	 Lee	 Gordon—Stroke	 Center	 at	
OUHSC—Urgent Identification and Treatment 
of Stroke, Stroke Sub-Types, and “Unstrokes”

•	 Dr.	 Harold	 Adams,	 Jr.,—Stroke	 Center	 at	
University of Iowa.—Emergent Stroke in the 
Emergency Room

•	 Dr.	 Anne	 Alexandrov—University	 of	
Birmingham Stroke Center—Tough Calls in 
tPA Decision Making—Case Presentations

•	 Amy	 Carte,	 RN—Oklahoma	 State	 Dept	 of	
Health—www.StrokeisnotOK.com (Website for 
Stroke Education, Information and Resources 
for Oklahoma)

•	 Dr.	 Charles	 Morgan—INTEGRIS	 Vascular	
Neurologist—Case Presentations

•	 Dr.	 Kevin	 Kelly—INTEGRIS	 Neurosurgeon—
Neurosurgical Rescue of Malignant Stroke—
When do you Need a Neurosurgeon?

•	 Dr.	Joseph	Broderick,	University	of	Cincinnati	
Dept. of Neurology—New Guidelines for Medical 
Management of Hemorrhage

Registration fee for entire conference (including 
lunch) is $20—seating is limited to first 350 
participants. To register, call the INTEGRIS 
Healthline at 405-951-2277. For more information, 
contact Briton Segler, 405-644-6965.

Social Networking Sites Versus HIPAA
By Curtis Baker, RN, MSN, 

Former Appointee of the Practical Nursing 
Council to the IONE Board of Directors

and Nursing Coordinator of the Practical Nursing 
Program at Central Technology Center

In today’s world, people demand the ability to 
be connected to their families and friends virtually 
24 hours a day. With the advent of Internet social 
networking sites, such as Facebook, MySpace, and 
Twitter, this has become possible. Unfortunately, 
once a piece of information has been posted to the 
world-wide web, that information is there for the 
entire world to see, download, and share.2 Admittedly, 
having personal information being available for 
all to access is alarming, but an even more serious 
problem exists within the world of healthcare: the 
breach of private patient information controlled 
by HIPAA (the Health Insurance Portability and 
Accountability Act of 1996). Per HIPAA regulations, 
sharing of any patient’s personal information, albeit 
accidental or intentional, is a federal crime and can 
be punishable by fine and/or a jail sentence.1

In the past, nurses and nursing students were 
warned not to converse about patient information 
anywhere except in the privacy of the nurse’s station, 
and not to leave a patient’s chart open unattended. 
The primary concern was that HIPAA would be 
breached by an unauthorized person examining the 
chart, or by people overhearing patient information 
discussed in the cafeteria, on the elevator, or in the 
hall. Unfortunately, this warning must also include 
the use of social networking sites, smart phones, and 
e-mail, but the warnings against the use of these 
technologies seems to have come too late.2 Recently, 
a number of cases have occurred in which a patient’s 
HIPAA rights were violated by nursing students 
who posted comments about a clinical rotation on a 
social networking site. These instances have resulted 
in students being dismissed from schools, students 
suing schools to be readmitted, and HIPAA violation 
lawsuits against the schools and students.

After all the in-services, presentations, and 
warnings from administration, the majority of nurses 
and nurse educators understand the seriousness of 

breaching HIPAA. The question remains, “What can 
the profession of nursing do to ensure that all nurses 
and nursing students understand what is at stake if 
HIPAA is breached?” Traditional HIPAA education 
includes information sharing and the use of 
evaluation tools to provide evidence of comprehension 
of HIPAA.3 Still, some nurses and nursing students 
may need a more personal approach. Empathy 
can be an effective teacher.4 Exposing nurses and 
nursing students to persons who have had their 
family members’ HIPAA rights violated can provide 
a memorable lesson. In addition, having healthcare 
workers who have been penalized for breach of 
HIPAA can make the penalties and consequences 
more real than a supervisor or instructor presenting 
a lesson.

In the end, the nurses and nursing students must 
make the decision to abide by HIPAA regulations 
or to ignore those regulations. The best we as 
practitioners and educators can do is to provide 
our colleagues and students with all the tools and 
information needed to make an knowledgeable and 
intelligent decision.3
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Preparing for Healthy 
Babies: A Free Toolkit That 

Can Help!
Oklahoma State Department of Health

Submitted by Judith Harris

We all want Oklahoma’s babies to be healthy 
and safe. Each week in Oklahoma eight babies die 
before their first birthday. When compared to other 
states, Oklahoma rates 41st in infant deaths. African 
American and Native American babies die at a higher 
rate than white babies.

The leading causes of infant death in Oklahoma 
include disorders related to low birth weight (less 
than 5 1/2 pounds, short gestation (less than 37 
completed weeks of pregnancy), congenital defects, 
and Sudden Infant Death Syndrome (SIDS).

To decrease the number of infant deaths in the 
state, the Oklahoma State Department of Health 
(OSDH), with the assistance of many partners, has 
launched a statewide initiative called “Preparing for 
a Lifetime, It’s Everyone’s Responsibility.”

As part of the initiative, a partners’ toolkit was 
designed to complement the new web pages found 
at http://iio.health.ok.gov. The toolkit and pages 
offer information, tips and resources for anyone who 
might become pregnant, is pregnant now, just had 
a baby, is Caring for an infant, is a friend, family 
member or partner of a pregnant mom, or just wants 
to learn more about keeping babies safe and healthy.

Key messages offered in the Partners’ toolkit
and web pages include:

•	 Being	healthy	before	and	between	pregnancies	
greatly improves the changes of having a 
healthy baby.

•	 Having	a	full-term	pregnancy	(about	40	weeks)	
and breastfeeding offer a baby the best start in 
life.

•	 Getting	 tested	 and	 treated,	 if	 needed,	 for	
sexually transmitted diseases (STD’s) promotes 
a healthy pregnancy and birth.

•	 Recognizing	 the	 signs	 and	 getting	 help	 for	
depression after pregnancy can improve health 
for both mother and baby.

•	 Placing	baby	on	the	back	to	sleep	and	avoiding	
injury, such as correctly installing infant car 
seats, will help keep baby safe and secure.

•	 Learning	 what	 to	 do	 if	 a	 baby	 will	 not	 stop	
crying may help prevent Shaken Baby 
Syndrome.

It’s everyone’s responsibility to ensure that 
Oklahoma’s babies are born healthy with a lifetime 
full of potential. Visit the OSDH website at http://iio.
health.ok.gove to learn more or call OSDH Maternal 
and Child Health Service at 405-271-4480 about the 
state initiative.
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Statewide Initiative Aims to Reduce Infant 
Mortality in Oklahoma

Infant mortality rate (IMR), defined as the number 
of infant deaths per 1,000 live births, is a key 
indicator often used to measure the health and well 
being of a population. Oklahoma’s infant mortality 
rate has consistently remained above the national 
rate. According to the Oklahoma State Department 
of Health (OSDH), the state’s IMR of 8.0 deaths 
per 1,000 live births for 2006 is no better than the 
national average of 8.0 achieved over 10 years earlier.  
In fact, data gleaned from the National Center for 
Health Statistics indicate that Oklahoma ranked 
41st in the United States for infant deaths in 2006.

Racial disparities exist for infant mortality in 
Oklahoma. A breakdown of infant mortality rates 
in Oklahoma by maternal race reveals consistent 
disparities between racial groups. The 2006 African 
American IMR of 15.8 is more than twice the rate of 
white IMR at 6.7. In addition, statistics show that the 
American Indian IMR of 10.6 is also higher than that 
of whites. Predominantly rural counties have the 
highest infant mortality rates, and Oklahoma and 
Tulsa counties have the highest number of infant 
deaths per year due to their larger populations.

The top three causes of infant death in Oklahoma 
include congenital malformations, short gestation 
and disorders related to low birth weight, and 
Sudden Infant Death Syndrome. Risk for infant 
death is complex and includes biological and 
socio-economic factors before, during, and after 
the mother’s pregnancy. Through data collection 
and analysis, targeted interventions have been 
determined which will contribute to improved infant 
outcomes for Oklahoma.

A statewide initiative, Preparing for a Lifetime: 
It’s Everyone’s Responsibility, was launched in 
September 2009 to raise awareness and provide 
education about many issues that relate to infant 
mortality. Key messages for the public and providers 
alike include:

•	 Being	healthy	before	and	between	pregnancies	
greatly improves the chances of having a 
healthy baby

•	 Having	a	full-term	pregnancy	(about	40	weeks)	
and breastfeeding offer a baby the best start in 
life

•	 Getting	 tested	 and	 treated,	 if	 needed,	 for	
sexually transmitted diseases (STDs) and 
vaginal infections promotes a healthy 
pregnancy and birth

•	 Recognizing	 the	 signs	 and	 getting	 help	 for	
postpartum depression can improve health for 
both mother and baby

•	 Placing	 a	 baby	 on	 the	 back	 to	 sleep	 and	
avoiding exposure to second hand smoke 
decreases the chances of Sudden Infant Death 
Syndrome.

Another crucial message of the initiative 
encourages others, including spouses, partners, 
family members, friends, child care providers, and 
employers, to play a role in the well being of infants 
by supporting a woman’s healthy choices and 
engaging in behaviors that promote infant safety, 
such as safe sleep practices.

Health care providers clearly play a significant 
role in promoting good birth outcomes by:

•	 Treating	 every	 encounter	 with	 a	 woman	
of reproductive age as an opportunity to 
educate her regarding preconception and 
interconception health

•	 Educating	pregnant	women	on	the	benefits	of	
a full-term pregnancy

•	 Encouraging	 pregnant	 women	 to	 begin	
prenatal care within the first 12 weeks of 
pregnancy

•	 Providing	 information	 to	 new	 parents	 on	 the	
benefits of breastfeeding

•	 Educating	new	parents	on	safe	sleep	practices
•	 Reporting	suspected	child	abuse
•	 Providing	referrals	to	community	resources	as	

needed
•	 Engaging	 in	 professional	 development	

opportunities to learn more about issues 
related to infant mortality.

To educate the public and healthcare providers, 
web pages have been developed in conjunction with 
the initiative, a toolkit has been produced, and 
online training is available. Visit http://iio.health.
ok.gov or call the Oklahoma State Department of 
Health, Maternal and Child Health Service at 405-
271-4480 to learn more.

Authors: Suzanna Dooley, M.S., A.R.N.P., Chief, 
Maternal and Child Health Service, Oklahoma 
State Department of Health; Jill Nobles-Botkin, 
M.S.N., C.N.M., Director, Perinatal and Reproductive 
Health Division, Oklahoma State Department of 
Health; Janette Cline, M.P.H., M.H.R., C.H.E.S., 
Health Educator, Perinatal and Reproductive Health 
Division, Oklahoma State Department of Health
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What If You Could Help 
Save an Additional 700 
Lives a Year?  You Can!

The Surgeon General’s 2006 Report on The Health 
Consequences of Involuntary Exposure to Tobacco 
Smoke confirmed that there is NO safe level of 
exposure to secondhand smoke. Approximately 700 
of your fellow Oklahomans die each year as a result 
of secondhand smoke exposure, about the same 
number caused by motor vehicle accidents.

Currently, Oklahoma ranks 49th out of 50 states 
in the health of our citizens. One of the reasons 
is because of exposure to second hand smoke.  
Everyone has the right to breathe clean air and with 
your help we can make that a reality.

Smoke-free policies are the most economic 
and effective protection from secondhand smoke 
exposure. Separate areas in restaurants, air 
cleaning or ventilation does not eliminate exposure 
to second hand smoke as evidenced by extensive 
research, including a landmark study conducted by 
the Oklahoma Tobacco Research Center study in 
February, 2010.

And the public wants smoke free laws. 68% of 
Oklahoma voters believe the rights of customers and 
employees to breathe clean air are more important 
than the rights of smokers to smoke and owners to 
allow smoking.

Health professionals, as well as business and 
city leaders in Oklahoma, want to pass smoke-free 
workplace laws. They want to protect workers and 
customers from exposure to second-hand smoke.   
But, unlike other states where cities have passed 
their own smoke-free laws, Oklahoma is different.  
State law prohibits local communities from passing a 
law that’s more restrictive than the state law, which 
allows for smoking in bars and restaurants that have 
separately ventilated rooms.

That’s where you can make a difference. Smoke-
Free Oklahoma is a coalition of public health and 
business groups who believe all Oklahomans have 
the right to breathe clean air. We need your help 
in urging Legislators to restore local rights to 
allow cities to enact local smoke-free workplace 
ordinances. Thousands of municipalities in the 
US have adopted local smoke-free ordinances. 
Restoration of local rights allows meaningful local 
debate and community change to educate the public 
about the health effects of secondhand smoke and to 
change attitudes and behaviors of smokers in order 
to protect others from secondhand smoke. Local 
leaders should be allowed the right to consider action 
to better protect the health of their citizens.

For more information and to become involved, 
visit our Smoke Free Oklahoma website: www.
smokefreeoklahoma.com.
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Nurturing New Nurses: Don’t Eat Your Young!
Pamela Stokes, MS, RN

Instructor, Langston University School of Nursing

If you Google horizontal violence, the entire first 
two pages of results include information regarding 
nurses. Similarly, if you Google horizontal violence and 
nursing, 1,460,000 hits are received. What is wrong 
with this picture? Literature indicates that horizontal 
violence causes diminished enthusiasm and creates 
dissatisfaction in the work setting (Brown & Middaugh, 
2009). This current trend of workplace bullying, often 
labeled horizontal violence, incivility, or lateral hostility, 
is a phenomenon attracting attention internationally 
(Johnson, 2009).

Violence between coworkers has been described as 
a more apparent trend in recent years. The violence 
stems from unresolved anger (Khalil, 2009) and may 
adversely affect client outcomes. Nurses who feel as 
though they suffer from bullying are often less likely to 
ask questions, thus increasing the likelihood of errors 
in client care (Longo & Sherman, 2007).

Horizontal violence can include hostile and 
aggressive actions, attitudes, words, or other behaviors 
that are manifested by an oppressed, powerless 
individuals or groups towards others (Thobaben, 2007). 
Horizontal violence occurs in any workplace where 

there is an unequal power hierarchy or where a group’s 
autonomy is controlled by another group that may be 
viewed as having more power or having more prestige 
(Dalpezzo & Jett, 2010). This is often the case with 
novice nurses versus experienced ones.

In order to have proper management of bullying 
and violence, managers must lead by example (Cleary, 
Hunt, Walter, & Robertson, 2009). The mangers must 
be champions of respect and set a tone which fostered 
open communication and a harmonious environment. 
The leader must support professionalism and a 
zero-tolerance for bullying (Cleary, Hunt, Walter, & 
Robertson, 2009). Leaders cultivate this support 
through holding meetings, providing support to the 
victim, calling for assistance if necessary, and providing 
written warnings or documentation of the incidents 
(Murray, 2009). In order for the written documentation 
to be followed up with an action, policies must be in 
place to target bullying or violent behaviors (Yamada, 
2009). The Association of American Colleges of Nursing 
(AACN) is working to promote healthy workplaces devoid 
of bullying, condescending behaviors, angry outbursts 
and physical contact (Trossman, 2009). Khalil 
(2009) anticipated that violence must be restrained 
through effective communication, respect, and anger 
management. Development of a “code pink” team to 
identify when bullying or violence is taking place in 

the workplace is another proactive alternative (Murray, 
2009). You too can be an example to your peers! Create 
a climate of respect. Fostering this environment will 
only lead to teamwork, better patient outcomes, and a 
happy place to work!
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OONE News

by Linda L. Merkey, MBA, RN, NEA-BC
System Chief Nursing Officer, INTEGRIS Health

OONE President
ONA Member, Region 1

Emotional Intelligence…What is it? Do you have 
it? Has someone described you as having emotional 
intelligence or possibly not? Simply said, emotional 
intelligence can be described as an ability to 
understand and manage yourself and your emotions 
and to understand and manage others and their 
emotions. There are currently three generally 
accepted models of emotional intelligence: the ability 
based model, the trait model and the mixed model.

Personally, I really like the mixed emotional 
intelligence model as described by Daniel Goleman 
(1995) in his book “Emotional Intelligence: Why It 
Can Matter More Than IQ.” According to Goleman, 
emotional intelligence is one of the strongest 
predictors of success in the workplace. His model 
outlines four main components of emotional 
intelligence:

1. Self-awareness—the ability to read one’s 
emotions and recognize their impact while 
using gut feelings to guide decisions.

2. Self-management—involves controlling one’s 
emotions and impulses and adapting to 
changing circumstances.

3. Social-awareness—the ability to sense, 
understand and react to others’ emotions 
while comprehending social networks.

4. Relationship-management—the ability to 
inspire, influence and develop others while 
managing conflict.

Over the last few years, much has been written 
about the importance of emotional intelligence in the 
work environment. The concepts are being integrated 
into leadership development programs, manager 
coaching courses, and even team building programs 
in my organization. We have defined the leadership 

competence as “demonstrating an 
ability to control and filter emotions 
in a constructive way. Exhibiting 
consideration of others when/before 
taking action. Balancing feelings 
with reason, logic and reality. 
Demonstrating an appreciation of 
the differences in how others perceive 
things.”

As a nurse executive, I am keenly 
aware of the importance of emotional 
intelligence in the work environment. 
“Emotional intelligence abilities have been shown to 
be critical to individual and organizational success. 
Research on emotional intelligence has revealed 
that the effects are profound, impacting a multitude 
of business/people issues, including increased 
creativity and innovations, increased productivity, 
improved decision making and increased profits” 
(Stock, 2008).

I am often reminded how the lack of emotional 
intelligence can impact the work environment, as 
well as, the individual nursing leader’s credibility 
and effectiveness. Numerous examples that illustrate 
the importance of emotional intelligence come to 
mind, but I will only share three.

Example 1: Lack of Emotional Intelligence

The first example involves the recently promoted 
nursing manager who loses his or her self-
awareness. They become so caught up with their new 
title, the trappings of the position or possibly their 
new reporting relationship that they lose touch with 
their team and the original goals of the role. More 
often than not, a personal agenda is revealed, which 
results in colleagues and staff becoming equally 
disillusioned and disappointed in the new nursing 
leader.

Example 2: Lack of Emotional Intelligence

The second example is a classic one that I have 
seen repeatedly. It involves a nursing leader who, 
for whatever reason, becomes adversarial with 
a physician. The situation becomes emotionally 
charged and the nursing leader becomes reactive and 
defensive. To make matters worse the leader decides 
to involve the staff in the dispute to create even 
more drama. When questioned, the nurse manager 
becomes entrenched in their position and is blind to 
any alternative solutions.

Example 3: Lack of Emotional Intelligence

Finally, the third example is one that I have 
seen far too frequently over the last few years. With 
the declining economy and increased pressure to 
produce improved clinical and financial results, I 
have witnessed numerous occasions where nursing 
leaders are sending the message “to produce results 
at all costs and, by the way, do it quick.” This results 
in failure to involve all the key stakeholders (people), 
failure to examine workflow (processes and culture) 
and failure to build the structure to support the 
change. The typical behaviors that surface include: 
impatience, intolerance, reactivity, lack of inclusion, 
isolation and yes, a general lack of emotional 
intelligence.

The Hard Question

Now for the hard questions…do you exhibit high 
levels of emotional intelligence in your professional 
work setting? How about your teammates? Is there 
trust and respect within your work group? If the 
answers are yes to these questions, you are very 
fortunate and more than likely working in a highly 
effective work group. If, however, the answers are not 
consistently yes or if, by chance, you saw yourself in 
the examples shared above, you might want to give 
some thought to how you might become more self-
aware and manage your emotions a little differently. 
Just a little effort on this front could go a long 
way in making you more effective and your work 
environment more desirable for all.
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Signs of Humor

Holiday Ha Has
Diane Sears, RN, MS, ONC

Let’s play Cryptic Christmas Carols Clues. 
Answers below.

1. Bleached yule
2. Singular yearning for twin incisors
3. Loyal followers advance
4. Righteous darkness
5. Far off in a feeder
6. Array the corridors
7. Bantam percussionist
8. Monarchial triad
9. Nocturnal noiselessness
10. Frozen precipitation commence
11. Proceed and enlighten on the pinnacle
12. The quadruped with the vermilion proboscis
13. Query regarding identity of descendant
14. Delight for this planet
15. Give attention to melodious celestial beings
16. At the zenith of the habitat
17. Jehovah dulcify blithe chevaliers
18. The dozen festive 24 hour intervals
19. Observe the matriarchal osculation of 

yuletide anthropomorphism
20. Endocarps vesicated in a conflagration

Hopefully we won’t have a repeat of Christmas 
2009 when Oklahoma changed the words to the 
State Song. It went like this:  SNOW.......klahoma-
Where the cold front’s sweepin’ down the plain—And 
the piles of sleet, beneath your feet—Follow right 
behind the freezing rain. SNOW.......klahoma—Ev’ry 
night my honey lamb and I-Travel home from work 
and hope some jerk—Doesn’t wreck our car in 
passing by!—We know we belong to the land—But 
it could use more salt and more sand...That’s why 
we say.....WHOA! We’re sliding the other way.......
YIKES! We’re only sayin’—You’re slick as snot 
SNOWklahoma-SNOWklahoma SNOW-K-L-A-H-O-
M-A  SNOWklahoma, SNOW-K!(E-mail, 2009)

A blonde goes to the post office to buy stamps for 
her Christmas cards. She says to the clerk, ‘May I 
have 50 Christmas stamps?’ The clerk says, ‘What 
denomination?’ The blonde says, ‘God help us. Has 
it come to this? Give me 6 Catholic, 12 Presbyterian, 
10 Lutheran and 22 Baptists.’ (E-mail, 2007)

Christmas is just plain weird. What other time of 
the year do you sit in front of a dead tree in the living 
room and eat candy out of your socks? (“Maxine,” 
J.Wagner)

How to tell you’ve really BEEN BAD. Santa shouts 
to all of his reindeer, while one is strategically 
positioned over a chimney: “OK…Anyone else need 
to make a pit stop?” (“Non Sequitir”, cartoon, Wiley, 
Ink, Inc.)

Drabble: “Time to take down the Halloween 

decorations! Wife: What about the signs ‘Trespassers 
will be eaten! Beware! Run back NOW! Go Away! This 
Means YOU!’ Drabble: I’ll leave those up in case any 
of your relatives drop by for the holidays.” (“Drabble”, 
cartoon, Kevin Fagan, 11/02/07)

Turkey holding picket sign: “You only love us for 
our breasts.” (E-mail cartoon)

Daughter: Have you bought Dad’s Christmas 
present yet Mom? Yes, this year I decided to get him 
something he needs instead of something he wants. 
Daughter: What did you get him, new underwear? 
No, but close. I got him a colonoscopy.” (“Pickles,” 
cartoon, Brian Crane)

Clues Answers
1. White Christmas
2. All I want for Christmas is my Two Front 

Teeth
3. O Come All Ye Faithful 
4. O, Holy Night 
5. Away in a Manger
6. Deck the Halls
7. Little Drummer Boy
8. We Three Kings
9. Silent Night
10. Let It Snow
11. Go Tell it on the Mountain
12. Rudolph the Red-Nosed Reindeer
13. What Child is This
14. Joy to the World
15. Hark! The Herald Angels Sing
16. Up on the Housetop
17. God Rest Ye Merry Gentlemen
18. The Twelve Days of Christmas
19. I Saw Mommy Kissing Santa Claus
20. Chestnuts Roasting on an Open Fire

For 2011, take charge of your positive attitude with 
the help of humor and strategically placed vacation 
days.

Maxine’s “Wouldn’t you love to say this to 
someone for the New Year?”

Why don’t you slip into something more 
comfortable…like a coma.

Don’t believe everything you think.
Well, aren’t you just the most adorable black hole 

of need.
Shhhh…that’s the sound of nobody caring what 

you think.
I don’t know what the problem is… but I bet it’s 

hard to pronounce.
Don’t make me use UPPERCASE.
If you have something to say, raise your hand and 

place it over your mouth.
You’re not yourself today…I noticed the 

improvement immediately.

Would you like some cheese with that whine?
Don’t let your mind wander…it’s too small to be let 

out on its own.
I hear you changed your mind at last…what did 

you do with the diaper?
Everyone seems normal until you get to know 

them.
If you woke up breathing congratulations! You 

have another chance.
(“Maxine,” cartoons, J.Wagner)

For Valentine’s Day, an overdue
love note to nurses everywhere

“Happy Valentines Day from all of us ungrateful 
wretches you have helped in your career. Thanks 
for looking past our demands and seeing the fear 
behind them. Thanks for the hand-holding and the 
priceless care. We meant to write you a note, send 
you a card. Some of us, to our own surprise, have 
forgotten your name. “You know who you are.” (Laura 
Pulfer, Cincinatti Enquirer, Nurses Calendar)
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SIGNATURE REQUIRED BELOW
❏ Automatic Monthly Payment Options

This is to authorize monthly electronic 
payments to American Nurses 
Association, Inc. (ANA). By signing 
on the line, I authorize ONA/ANA to 
withdraw 1/12 of my annual dues and any 
additional service fees from my account.
*SEE AT RIGHT

 ____________________________________
Automatic Monthly Payment Authorization Signature

❏ CHECKING ACCOUNT: Please 
enclose a check for the first month’s 
payment, which will be drafted on or 
after the 15th day of each month using 
the account designated by the enclosed 
check.

❏ CREDIT/DEBIT CARD: Please 
complete the credit card information at 
right and this credit card will be debited 
on or after the 1st of each month (VISA 
and MasterCard Only).

❏ Annual Payment
Make check payable to ONA or fill out 
credit card information below.

SIGNATURE REQUIRED BELOW
❏ Automatic Annual Credit/Debit Card 
  Payment

This is to authorize annual credit 
card payments to American Nurses 
Association, Inc. (ANA). By signing below 
I authorize ONA/ANA to charge the credit 
card listed below for the annual dues on 
the 1st day of the month when the annual 
renewal is due.
*SEE AT RIGHT

 ____________________________________
Automatic Annual Payment Authorization Signature

Charge to My Credit/Debit Card
❏ VISA (Available for Annual or Monthly Draft Payments)

❏ MasterCard (Available for Annual or Monthly Draft 
Payments)

Number ____________________________
Exp. Date ___________________________
Verification Code ____________________
Signature ___________________________

* By signing the Automatic Monthly 
Payment Authorization or the 
Automatic Annual Credit Card Payment 
Authorization, you are authorizing ANA 
to change the amount by giving the 
undersigned thirty (30) days advance 
written notice. Undersigned may cancel 
this authorization upon receipt by ANA 
of written notification of termination 
twenty (20) days prior to deduction 
date designated above. Membership 
will continue unless this notification is 
received. ANA will charge a $5.00 fee for 
any returned drafts or chargebacks.

American Nurses Association/Oklahoma Nurses Association
Membership—It’s Your Privilege!

Online Registration is available at
www.OklahomaNurses.org

6414 North Santa Fe, Suite A • Oklahoma City, OK 73116-9114 • Phone: 405-840-3476 • 1-800-580-3476 • Fax: 405-840-3013
Please type or print clearly. Please mail your completed application with payment to: ONA.

Last Name _______________________________________________  First Name ________________________________________ Middle Initial  ____________

Street or PO Box Number ______________________________________________________________________________________________________________

City ________________________________________________ State ________________________  Zip_____________ County ___________________________

Last Four Digits of Social Security Number _________________  Email ______________________________________________________________________

Home Phone ___________________________________ Work Phone _______________________________  Cell Phone  ________________________________

Home Fax _____________________________________ Work Fax _________________________________  Pager  ____________________________________

Employed at _______________________________________________________________________  as _______________________________________________

Employer’s Address ___________________________________________________________________________________________________________________

Academic Degree(s) ______________________________________________________________  Certification(s) ______________________________________

Graduation from basic nursing program (Month/Year) ______ / ______ RN License # State ________________ Date of Birth _______/ ______ / _______

Membership Categories (please choose one category)

❏ ANA/ONA Full Membership Dues
  Employed full or part-time $22.00 per month or $258.00 annually. Includes membership in and benefits of the American Nurses 
  Association, Oklahoma Nurses Association and the ONA District Association.

❏ ANA/ONA Reduced Membership Dues
  Not employed RNs who are full-time students, newly-licensed graduates, or age 62+ and not earning more than Social Security allows 
  $11.25 per month or $129 annually. Includes membership in and benefits of the American Nurses Association, Oklahoma Nurses 
  Association and the ONA District Association.

❏ ANA/ONA Special Membership Dues
  62+ and not employed, or totally disabled $5.88 per month or $64.50 annually. Includes membership in and benefits of the American 
  Nurses Association, Oklahoma Nurses Association and the ONA District Association.

❏ ONA Individual Membership Dues
  Any licensed registered nurse living and/or working in Oklahoma $10.92 per month or $125.00 annually. Includes membership in and 
  benefits of the Oklahoma Nurses Association and the ONA District Association.

American Nurses Association Direct Membership is also available. For more information, visit www.nursingworld.org.

Communications Consent
I understand that by providing my mailing address, email address, telephone number and/or fax numbers, I consent to receive communications 
sent by or on behalf of the Oklahoma Nurses Association (and its subsidiaries and affiliates, including its Foundation, District and Political 
Action Committee) via regular mail, email, telephone, and/or fax.

Signature ____________________________________________________________________________________________ Date _________________________

Dues Payment Options (please choose one)

Opening for 
RN Case Managers.
Lola Edwards-Johnson, RN

President
918.360.7014

 

Christian Home Health/
Private Duty Nursing Agency
Has IMMEDIATE openings for

LPNs and RNs
Days/Evenings/Nights/Weekends

Pediatric Private Duty shifts are available 
throughout the Green Country region

—Flexible Schedules  —Bene� ts

7125 S. Braden, Tulsa, OK 74136
918-481-8111 • fax: 918-481-8110
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The Elephant in the Room: Huge Rates of Nursing and 
Healthcare Worker Injury—Part 2

Continued from the last issue
of the Oklahoma Nurse

THE CAUSES OF NURSING BACK INJURY, or, YOU 
MUST NOT BE USING GOOD BODY MECHANICS

Hospitals and nursing homes are well aware of the 
risks of back injury resulting from patient care. Virtu-
ally all of us have had numerous “back injury prevention” 
classes over our work life. Why then, are the injuries so 
high? Is it because we just don’t listen? Or, is it because 
there is no safe way to manually lift and care for patients? 
Just look at the diagram above for a comparison between 
the NIOSH lifting standards and everyday patient care 
reality.

There are physiological reasons for this. William Mar-
ras, PhD, CPE, Honda Professor and Director of the Bio-
dynamics Laboratory, Institute for Ergonomics at Ohio 
State University has made extensive studies on what 
happens to the human back under stress.vi

Basic anatomy lesson: the intervertebral disc is fi-
brous, dense tissue with a resilient gel filled center. The 
outer fibrous ring is called the annulus fibrosis, and the 
center the nucleus pulposus. It has no blood supply, and 
no nerve endings. It receives its fluid and nutrients by os-
mosis from the adjacent vertebrate bone through the end 
plate, which also attaches the disc to the vertebrae.

Pathophysiology, or, We all have our limits
When lifting tolerances are exceeded, the end plate of 

the intervertebral disc is damaged with tiny tears called 
microfractures. No pain is felt, since nerve endings are 
not present in the disc or the end plate. These microf-
ractures then heal with protein agglutinens and scar tis-
sue which is thicker and less permeable than the normal 
tissue. Over time, with many microfractures occurring, 
most of the end plate of the vertebra converts to scar tis-
sue. The disc can no longer absorb fluid and nutrients. 
It becomes weakened, porous, soft and dry, which is the 
condition we know as degenerated disc. The softer tis-
sue then bulges into the spinal column causing pain and 
muscle spasm, or the gel in the center of the disc can 
even herniate through the soft porous outer tissue, caus-
ing much greater pain. With severe degeneration, the disc 
can collapse, which narrows the space available for the 
nerve root. This narrowed space puts pressure on the 
nerves, causing pain and muscle spasm.

 Normal disc Degenerated disc

What are safe lifting pressures for the disc, or,
Should you lift a “little 100 lb grandma”?

Downward pressure will cause damage to the disc 
end plate at pressures from 700 to 1100 lbs. Since many 
caregivers are physically small, the limits should be at 
the low end of this. However, most manual patient han-
dling includes pushing and pulling elements. With push-
ing and pulling, damage occurs at about 1/3 the force. 
Nurses understand shearing: shearing damage to the 
disc occurs at lower forces than pressure.

vii

This illustration shows only the downward pressure, 
and doesn’t take into account the pulling (shearing) re-
quired to turn a patient on to his side. Nurses are the 
ONLY people who call 100 lbs light! Since there is no way 
to keep the weight bearing close to the body, no “good 
body mechanics” will compensate for the forces that 
damage your back.

viii

THERE IS NO SAFE WAY TO MANUALLY MOVE 
A PATIENT!!! EVER. You WILL be injured every single 
time you manually move a patient. This includes not only 

transfers, but turning, linen changes, rolling a patient on 
to a sling, boosting the patient up in bed, and assisting 
the patient to stand.

WHAT IS THE SOLUTION to manual patient han-
dling? Patients must be cared for. Every nurse knows it 
is not an option to simply refuse to care for their assigned 
patients.

Lifting Teams? These teams are very expensive, though 
they have been shown to reduce injuries. But, what about 
the lifting team? They will be injured as well, inevitably. 
Also, no lifting team can be everywhere at once, and pa-
tients may need repositioning at any time, not just on the 
lifting team schedule.

Patient Handling equipment is the only answer. There 
are multiple equipment solutions available on the mar-
ket today. None does everything; but there is equipment 
available which will completely eliminate the manual lift-
ing required for patient care.

We apologize to all makers of equipment which are not 
featured in this article. Care has been taken to present 
representative examples of equipment performing each 
task. Each facility should determine its own needs, and 
investigate each company and brand of equipment. We 
do not present the pros and cons of different types of 
equipment. A list of companies who manufacture and sell 
each type of equipment is provided, to give some place to 
start to those who might wish to begin. The list of com-
panies is by no means exhaustive. No remuneration has 
been given by any company.

Tasks which exceed safe spinal loading, requiring Safe 
Patient Handling Equipment:

•	 Transfers: bed to bed, or gurney to bed
•	 Transfers: bed to chair, chair to shower
•	 Bed repositioning: Side to side turn, and pull away 

from the side rail
•	 Bed repositioning: Boosting to the head of the 

bed
•	 Bed repositioning: Linen changes and bathing
•	 Sling placement: Bending and lifting to roll a pa-

tient on to a sling
•	 Assisting patient to stand
•	 Assisting	a	patient	up	from	the	floor

Bed to bed transfer
This is a mattress that uses a blower to inflate a mat-

tress, which then slides on a cushion of air. The brand 
name is Hover Matt. It removes 
most of the friction so the force 
needed for transfer is minimal.

Slide Boards reduce friction; 
not entirely but they help. Some 
facilities use a slick fabric tube or 
even garbage bags to reduce the 
friction in a bed to bed transfer.

Bed to wheelchair transfer

A ceiling lift can facilitate 
transfers, after placing the pa-
tient on a sling.  This is an Arjo 
lift.

An Arjo bariatric lift accom-
modates heavy patients.

This Liko mobile lift will lift in sitting, standing or hori-
zontal positions.

The Arjo 4-point spreader bar puts the patient in a 
comfortable semi-reclined position.

Bed Repositioning: Side to side turn

Advanced hospital beds have skin saving programs, 
and some abilities to reposition patients. This is the Hill-
Rom Versa-Care bed. Some mattress overlays available 
will turn the patient by inflating the mattress on one side, 
then another.

Elephant in the Room continued on page 18
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Bed Repositioning: Boosting patients up in bed

The ErgoNurse, designed for bed repositioning, boosts 
a patient using the sheets. It will also lift for side to side 
turns, linen changes and bathing.

A Liko ceiling lift repositions a patient using a loop 
sling. Linen can be changed while the patient is suspend-
ed. 

Some specialty fabrics will allow boosting with mini-
mal effort, then resist sliding again.

Linen changes and bathing of bedridden patients

Ceiling lifts can use reposi-
tioning slings to move the 
patient around for linen 
changes and bathing.

Placing the patient on a sling:

The ErgoNurse uses a sheet to suspend the patient, 
allowing sling placement without bending and lifting.

Elephant in the Room continued from page 17 Assisting	a	patient	up	from	the	floor

The HoverJack, from HoverTech, inflates to lift a pa-
tient from the floor.

Companies offering Safe Patient Handling equipment:
ArjoHuntleigh/Diligent Services
aXtraHand, LLC
Barton Medical Corporation
Dane Technologies, Inc.
Ergolet
ErgoNurse
ERGOtug, Division of NuStar, Inc.
EZ Way
Guldmann Inc.
Hill-Rom, Inc.
Horcher Lifting Systems, Inc.
HoverTech International
Jamar Health Products, Inc.
Joerns Healthcare, Inc.
LiftSeat
Medcare Products
Molift, Inc.
Optima Products, Inc.
Prism Medical
RecoverCare
Rehab Seating Systems
Rifton Equipment
Sizewise
Stryker
SureHands Lift & Care Systems
Technimotion Medical, a Division of Ergo-Asyst Tech-

nology
Vancare, Inc.

Help is on the horizon. Nationally, the Nurse and 
Health Care Worker Protection Act of 2009 has been in-
troduced in both houses of Congress. In brief, these bills 
(identical at the present time) require OSHA to establish 
a safe patient handling standard, require health care fa-
cilities to establish safe patient handling programs, and 
allow health care workers to refuse to perform any lifting 
task which exceeds the standards or for which they have 
not been trained. The House bill is HR 2381, and the 
Senate bill is S 1788. It is certain that the wealthy and 
powerful hospital lobby will oppose the bill. However, we 
nurses have numbers on our side. Since there are about 
2.5 million nurses, and about 1 million nursing aides, if 
we were all to contact our legislators, we could ensure the 
passage of these bills.

HOW TO CONTACT YOUR
REPRESENTATIVES IN CONGRESS:

For the House of Representatives: Go to: House.
gov, and put in your zip code. The website will tell you 
who your representative is, and contact information for 
them.

Note! The volume of emails is now so great that less 
attention is paid to them. They will get it, but it might 
take a while.  It is better to send a hard copy of your let-
ter.

COST EFFECTIVE
Safe Patient Handling equipment is very cost effective. 

When associated factors such as lost work days, modi-
fied duty, worker retraining, employee turnover, and even 
bedsores are factored in, the hospital recoups its invest-
ment in less than two years!

Those who have instituted Safe Patient Handling pro-
grams have learned that not only is equipment needed, 
but training, education and surprisingly, enforcement. 
Though it may seem a paradox, many times caregivers 
resist change. They’ve been doing it one way for their en-
tire working careers as caregivers, and feel that it takes 
too much time, or is inconvenient. Yet, they continue to 
incur injuries at high rates. However, when a no-lift pol-
icy is implemented (and if necessary, enforced), the staff 
will adopt the safe patient handling equipment especially 
as they realize their back pain and injuries diminish. Or-
egon SAIF, the State Worker Comp Company, instituted 
pilot Safe Patient Handling programs, and has seen inju-
ry rates and costs plummet.ix Harris Methodist Ft. Worth, 
in Ft. Worth Texas, also instituted a pilot program, and 
went to zero injuries.x Their pilot unit has had no injuries 
in 2 ½ years. We know that these injuries are entirely pre-
ventable. Let’s work together and solve this problem. ◆
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